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A  cervical  cyst  which  was  not  one  at  all
C.A.  Righini ∗,  I.  Atallah,  E.  Reyt
Pôle  TCCR,  clinique  universitaire  d’ORL,  CHU  de  Grenoble,  1,  avenue  des  Maquis-du-Grésivaudan,  38043  Grenoble,  FranceFigure  1  Cervical  ultrasound.
rCase report
Mr.  Alain  D.,  65  years  old,  consulted  for  a  right  cervical
cyst  detected  on  ultrasound  exploration  of  the  supra-aortic
arteries,  which  had  been  prescribed  by  the  patient’s  cardi-
ologist  to  screen  for  atheroma  and/or  stenosis  of  the  carotid
and  vertebral  vessels  (Fig.  1).
The  patient  had  a  history  of  smoking  (30  pack-years),
which  he  had  given  up  2  years  previously.  He  was  still
drinking  wine  (alcohol  intake:  60gr/24  h).  History  further
included:
•  cervical  cyst  of  the  second  left  branchial  cleft,  operated
on  when  he  was  30  years  old;
•  arterial  hypertension;
•  hypercholesterolemia;
•  41  mm  subrenal  abdominal  aortic  aneurysm  managed  by
ultrasound  surveillance;
• myocardial  infarction,  managed  by  2  stents;
• bronchopulmonary  carcinoma,  managed  by  left  inferior
lobectomy;  and
• right  renal  carcinoma,  managed  by  nephrectomy.  He  was
considered  to  be  in  remission  with  regard  to  the  two  can-
cers.
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Palpation  found  a  just-perceptible  infracentimetric  soft
ervical  mass  in  the  right  paralaryngeal  region.  Examination
f  the  oral  cavity,  oropharynx  and  rhinopharynx  was  normal.
lexible  endoscopy  found  arching  of  the  anterior  part  of  the
ight  aryepiglottic  fold  and  right  ventricular  band.  There  was
o  visible  mucosal  lesion;  further  examination  would  have
een  hindered  by  a  strong  gag  reﬂex.  The  right  vocal  fold
nd  arytenoid  were  mobile.served.
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uestion  1:  How  do  you  interpret  the  cervical  ultrasound
ndings?
Question  2:  What  is  the  ﬁrst  complementary  examination
ou  prescribe  after  ultrasound?
(As  this  examination  proved  non-contributive,
adolinium-enhanced  MRI  and  18-FDH  PET-CT  were
rescribed  (Figs.  2a  to  2d).  MRI  was  preferable  to  CT  withMRI.
odinated  contrast  medium,  considering  the  history  of
ephrectomy.)
Question  3:  How  do  you  interpret  these  examinations?
Question  4:  What  is  your  diagnosis?
Question  5:  What  is  your  treatment?What  is  your  diagnosis?
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mated  at  1  per  300,000  births  [1].  A  very  large  majority  are
diagnosed  and  treated  in  the  neonatal  period  or  infancy;
adult  cases  are  exceptional.  There  are  two  types  [2,3]:Figure  3  18-FDG  PET-CT.
Replies
Reply  1
Purely  transonic,  regular  thin-walled  47  ×  19  mm  cystic
structure  without  thickening  or  endo-  or  exophytic  vegeta-
tion  or  visible  vascular  ﬂow,  opposite  but  independent  of  the
right  internal  carotid  artery.
Reply  2
US-guided  ﬁne-needle  biopsy,  performed  by  a  cytologist,
retrieved  lemon-yellow  mucosal  substance,  showing  some
lymphocytes  but  no  other  cell  types  on  cytology.  This  exam-
ination  failed  to  determine  diagnosis.
Reply  3
MRI
Figs.  2a  and  2b:  Coronal  and  transverse  axial  T1-weighted
slice,  conﬁrming  a  hypodense  homogeneous  mass  between
the  larynx  and  right  internal  carotid,  with  the  medial  part
behind  the  thyrohyoid  muscle  and  extending  to  the  upper
and  lateral  part  of  the  hyothyroepiglottic  space.  Fig.  2c:
Transverse  axial  T1-weighted  slice  with  gadolinium  injec-
tion;  the  mass  shows  no  peripheral  contrast-medium  uptake,
indicating  little  or  no  vascularization.  Fig.  2d:  Transverse
axial  slice,  T2-weighted  sequence;  the  mass  shows  in  hyper-
signal,  indicating  liquid  content.
18-FDG  PET-CT
Fig.  3:  acquisitions  after  injection  of  280  MBq  18-FDG,
coupled  to  CT  without  contrast  injection,  for  topographic
location  (Discovery  PET-CT  690,  GE  Healthcare).  Fasting
venous  glycemia,  4.8  mmol/l.  The  cervical  lesion  shows  no
suspect  metabolic  activity.
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ligure  4  Cyst  removed  in  its  totality  by  a  cervical  approach
operative  view).
eply  4
he  most  likely  diagnosis  is  congenital  laryngeal  cyst.
eply  5
tep  1:  Panendoscopy  to  rule  out  malignant  pharyngeal
umor,  in  view  of  the  risk  factors.  Tracheobronchoscopy  and
igid  esophagoscopy  were  normal.  Pharyngolaryngoscopy
ound  no  suspect  laryngeal  lesions,  notably  within  the  right
entricle.  A  submucosal  mass,  centered  on  the  anterior  part
f  the  right  aryepiglottic  fold,  and  the  anterior  angle  of  the
ight  piriform  sinus,  was  associated  with  arching  of  the  ipsi-
ateral  ventricular  band,  partially  masking  the  vocal  fold.
he  mass  was  regular,  slightly  bluish,  and  pliant  on  instru-
ental  palpation.  There  were  no  suspect  mucosal  lesions,
nd  no  biopsy  was  taken.
Step  2:  Five-cm  cervicotomy  in  a  fold  of  the  neck  facing
he  mass.  Monoblock  excision  of  a  thin-walled  cystic  mass,
esistant  on  palpation,  with  lemon-green  liquid  contents,
traddling  the  cervical  region  and  the  superior  lateral  part
f  the  hyothyroepiglottic  space,  passing  through  the  thyro-
yoid  membrane  and  extending  down  to  the  inferior  part
f  the  ventricular  band,  unconnected  to  the  inside  of  the
entricle  (Fig.  4).  The  specimen  was  sent  for  extempora-
eous  anatomopathology,  which  conﬁrmed  its  cystic  nature
ithout  signs  of  malignancy.  Deﬁnitive  anatomopathologic
xamination  showed  a  cyst  with  a  wall  lined  by  cylindri-
al  epithelium  with  some  islands  of  muciparous  cells,  lying
n  a  ﬁbrous  wall  containing  a  little  lymphoid  inﬁltrate.  The
natomopathologic  and  the  surgical  data  (cyst  location)  indi-
ated  a  deﬁnitive  diagnosis  of  saccular  congenital  laryngeal
yst.
omments
ongenital  laryngeal  cysts  are  rare,  with  incidence  esti-accular  (25%)  and  canalicular  (75%).  The  former  are  true
ongenital  cysts  of  the  anterior  extremity  of  the  laryngeal
entricle;  they  have  lost  all  connection  with  the  laryngeal
umen,  which  distinguishes  them  from  laryngoceles.
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Canalicular  cysts  involve  obstruction  of  a  submucosal
land  excretory  canal,  and  can  thus  be  found  throughout
he  larynx  with  the  exception  of  the  vocal  folds.  They  are
enerally  located  in  the  valleculae  at  the  aryepiglottic  folds
r  more  rarely  in  the  epiglottis.  They  are  superﬁcial,  and
ay  be  diagnosed  at  any  age.
Saccular  cysts  involve  laryngeal  saccule  obstruction,  with
ucosal  liquid  retention  inducing  a  cyst,  without  communi-
ation  with  the  laryngeal  lumen.  This  last  point  distinguishes
hem  from  laryngoceles,  which  involve  laryngeal  saccule
ilation  with  air  as  the  main  contents.  There  are  2  sub-
ypes  of  saccular  cyst  [4],  anterior  and  lateral,  of  equal
requency.  Anterior  forms  are  located  in  contact  with  the
aryngeal  ventricle  saccule  oriﬁce,  so  that  they  push  back
he  anterior  part  of  the  laryngeal  ventricle  roof,  masking  the
nterior  part  of  the  glottis  and,  when  large  enough,  occu-
ying  the  entire  depth  of  the  ventricle.  Lateral  forms  tend
o  be  large,  deforming  the  aryepiglottic  fold  and  ventricular
and  and,  exceptionally,  crossing  the  thyrohyoid  membrane,
s  in  the  present  case.  Diagnosis  is  founded  on  CT  and/or  MRI
ssociated  to  clinical  examination  [5].
Management  is  based  on  surgery,  of  2  types:  endoscopic
r  external.  For  most  authors,  an  endoscopic  approach  is
ecommended  in  ﬁrst  intention,  whatever  the  patient’s  age,
ith  an  external  approach  reserved  for  cases  of  failure  [6].
ndoscopic  treatment  usually  consists  in  marsupializing  the
yst  on  the  endolaryngeal  side  as  much  as  possible,  using
icro-instrumentation  or  CO2 laser.  In  some  cases,  depend-
ng  on  the  cyst’s  location  and  size,  ablation  may  be  total.
ome  authors  insist  on  total  ablation,  recommending  a  cer-
ical  approach  with  thyrotomy  or,  depending  on  the  cyst’s
osition  and  size,  via  the  thyrohyoid  membrane.  Cervico-
omy,  with  or  without  thyrotomy,  provides  good  exposure
f  the  para-  and  subglottic  spaces,  enabling  the  cyst  to  be
emoved  in  its  entirety  while  conserving  the  endolaryngeal
[C.A.  Righini  et  al.
ucosa  so  as  to  minimize  the  risk  of  mucosal  complications
uch  as  mucosal  strap  and/or  subglottic  stenosis  [7].
In  the  present  case,  an  external  approach  was  chosen
ecause  the  patient  was  an  adult,  while  preoperative  exami-
ation  results  were  highly  suggestive  of  congenital  laryngeal
yst,  anatomopathologic  examination  of  the  complete  cyst
pecimen  was  needed  to  rule  out  neoplastic  pathology  in
iew  of  the  clinical  history  of  iterative  cancer  with  smoking
nd  alcohol  abuse.
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